W hy ask a gloomy question that suggests the end of the hospital, a centuries-old institution? Apparently, today's hospitals are doing quite well, at least in the so-called developed part of the world. The title pays homage to the question famously posed by the architect José Luis Sert in his book Can Our Cities Survive? (Harvard University Press, 1942) , which was published in the middle of World War II, when dozens of cities were destroyed by air raids, proving they were unable to perform one of the key functions for which cities were originally built: to guarantee safety for their inhabitants. Something similar may be true for our hospitals: in the near future they may be unable to perform the tasks necessary. In the coming decades, the hospital as we know it may very well become extinct. What will replace it will in all likelihood also be called a hospital, but what is meant by it may change dramatically-as has happened numerous times in the past.
What are the challenges facing hospitals today? Obviously, there are the wellknown demographic trends like aging, which threatens to boost demand beyond the level with which healthcare institutions can cope. The emergence in a short period of time of viruses with characteristics that could culminate in a global epidemic disaster remains a cause for alarm. So do the consequences of drug abuse, unhealthy diets, and a sedentary lifestyle-obesity has become particularly problematic. On the supply side, scientific and technological advances continuously increase the range of therapies, every innovation creating its own demand. All this is well known, and worrying.
What today's hospitals face on top of that seems to be of a more fundamental nature, affecting their role in (public) healthcare. At first sight their role is clear and there is no reason to have any doubts about it. Hospitals offer medical services to those who need it, and medical professionals are bound by oath never to deny people help. Things become more complicated when the nature of the medical services is taken into consideration, or, more specifically, the interaction between patient and institution. Here, numerous aspects come into play-the question of whether or not a patient's personal experiences during a stay in hospital are actively involved in the healing processes, for instance. Or whether or not medical care should be provided as a public service, or at least organized within a public framework.
Before we continue, why bother architects and designers with these matters? Aren't their roles necessarily limited to accommodate whatever program their clients come up with? We believe that the architect's role goes beyond that. Design matters, and can even add economic value to hospital buildings, some scholars arguing that the architectural layout and the business case should be seen as different sides of the same coin (Niemeijer, 2012) . Apart from that, evidence-based design has shown that architectural solutions directly influence health outcomes.
Considering the life span of buildings, architects should anticipate what is likely to happen in the near future, since their work is going to be part of it.
To start with the issue of the public nature of healthcare, there have been three major reasons for the state (presented here as representing the public) to consider it as such. In the 17th and 18th centuries, mercantilist policies provided the first: in the perennial rivalry between nations, the health of the citizens was believed to have major impact on their economic performance. The effects for the poor were not always happy since it led to the "great confinement" of unemployed and/or diseased paupers (Hickey, 2008) . In the latter part of the 18th century, the philosophy of the Enlightenment maintained that the provision of healthy living and working conditions should be seen as a basic human right. Public authorities should create institutions that were meant to assist nature in realizing the healing potential now generally attributed to it.
A series of fatal epidemics in the 19th century drove the point home: contagious diseases tended to affect the entire urban population, which implied that diseases were becoming a pubic menace, forcing the public authorities to act. Whether public health was justified for military, economic, philosophical, or safety reasons made little difference in its historical evolution: in all developed countries public health gradually gained a strong position within the framework of national and urban politics. Although the introduction of the Affordable Care Act in the United States illustrates that even in a developed nation the public nature of healthcare can still be a matter of heavy ideological debate, it has become the standard all over the developed world. Therefore, hospitals will be treated here as part of public heathcare systems, irrespective of how this domain has been shaped. This turns out to have fundamental consequences for the role hospitals should play.
Obviously, public healthcare systems should promote public health in the most effective way. Although the impact of the medical world, including hospitals, on public health has been immense, some scholars claim that the impact of urbanism (providing decent sewage and water supply systems, for instance) and architecture (notably in the field of public housing), have had a far more fundamental role in improving people's life expectancy and quality of life (Roemer, 1991) .
Medicine, in other words, is not the only agent that affects public health, and it may not even be the most efficient. Investing huge amounts of money in the medical industry, already a huge industry, with a share in the national economies of the United States, Canada, Europe, and Australia of anywhere between 10% and 15%, according to the World Bank (2012), may not help much to improve public health. Preventive measures addressing, on the one hand, problems related to polluted air, water, and the soil, and, on the other, people's unhealthy lifestyles, are likely to have more profound effects. Awareness of the indisputable fact appears to be growing, and since many public health systems face the risk of a financial meltdown, healthcare becomes less intimately related to medicine.
What does this mean for our hospitals? Will they have to face dramatic budget cuts? Will part of the public health budget be redirected toward more effective policies? As yet, this does not seem to be the case. In most countries, healthcare systems are completely dominated by the medical industry, which is not likely to initiate policies that might harm it-even though it has become quite clear that its economic and financial interests do not necessarily coincide with the interests of public health. Ultimately, however, external factors, foremost the exploding costs of public health, will force the authorities to intervene. Instead of waiting for this to happen, it might be better for hospitals to take the lead. One strategy they may want to explore is expanding their scope beyond the realm of traditional crisis management, for instance, actively supporting their patients in adopting healthier lifestyles. This leads us back to the issue introduced earlier: the interaction between patient and institution. In most western countries, medicine emerged as a rational, scientific discipline that came to rely heavily on often expensive technology, and it subsequently evolved into a formidable industry that confronts the individual patient with a massive bureaucratic healthcare system. This confrontation is exemplified by the experience of a stay in a hospital.
Recognition of the limited effects of medicine on public health is not the only factor forcing hospitals to reconsider their role, but may in the end very well be the most consequential. Ideological motives also leave their mark (the almost universal shift to market-driven systems, for instance, which allegedly promote the patient to a position comparable to that of a client procuring non-medical services). So do technological innovations, especially the Internet.
There is no doubt that the patients understand what happens to them when they are hospitalized only in part. Many aspects of hospitalization are likely to remain as incomprehensible to us as they always were, and the more sophisticated therapies become, the less likely it is that we will understand them. Thanks to the Internet, however, there is easy access to an ocean of medical knowledge, and even if some of it is misinterpreted, and many of the self-help recommendations may even be counterproductive, never before have so many people been able to access so much information. What further helps to minimize the distanceboth social and physical-between the medical establishment and patients is the way the Internet facilitates communication between the two. Instead of forcing patients to visit the doctor, many essential steps can be organized through websites, and increasingly apps for mobile phones. This all points in the same direction: hospitals can only survive if they thoroughly rethink the way they interact with their patients. But are they up to that? Since the late eighteenth century, hospitals have been designated as "healing machines"-buildings that should contribute to curing those suffering from medical conditions (Mens & Wagenaar, 2010) . The term is rather provocative, and was meant to be. A machine is a technological device that is not tainted by prejudice and religious beliefs, convention and tradition. It is a contraption designed to meet specific needs and is entirely the result of rational reasoning. Although the ideas on the origins of medical conditions and the most effective therapies to combat them have changed dramatically, hospitals are still seen today as buildings representing the epitome of medical science and technology.
For a long time, medical professionals tended to ignore everything that could not be scientifically validated, including the opinions and experiences of their patients. Often adhering to the so-called Cartesian dichotomy, they refused to believe that subjective factors could impact objectively verifiable medical data. In recent decades, the Cartesian dichotomy has been fading to the background. The impact of stress in particular, studied extensively since the 1950s and often related to the built environment (the domain of architecture and urbanism), has helped to convince even the most skeptical observers that mind and body interact in various ways, sometimes directly affecting health (Wagenaar, 2011) . Since the 1980s, evidence-based design has taken this as a starting point, linking medical outcomes to design interventions that affect the way people experience their environment. Although hospitals are bound to remain medical "machines," the days when their design was completely determined by ideas about machine-like efficiency appear to be numbered.
With the emergence of public health systems with a broader scope than the traditional focus on medicine, the acceptance of the importance of the patient's personal experiences, politics, and technology, have become complementary forces that will reshape the hospital world. It takes more, however, to redefine the hospital's role in public health. Active engagement of the people is indispensable. Such engagement presupposes a basic awareness of one's personal health, but also a rudimentary knowledge of the various therapies, the different approaches, their costs and effects. At the end of the day, the people decide whether the change is going to be successful. If it is, it will once again thoroughly change the architecture of hospitals.
Finally, what does this mean for architects and designers? They better prepare themselves for what in all likelihood will turn out to be inevitable innovations, and take full responsibility. In doing so, they will find a field of exciting opportunities and new challenges. Everywhere, the tendencies appear to be the same, but national and regional differences lead to different outcomes.
Denmark, for instance, opts for radical concentration, complementing six or seven mega-hospitals with a network of facilities that guarantee acute care. In the Netherlands the concept of networks of highly specialized clinics gradually has gained ground. In the United States the benefits of digitally controlling and monitoring medical processes are hardly ever doubted, while the introduction of these technologies is frustrated in several European countries. Fear that data stored this way can easily be hacked is one reason for resistance to adoption. Because the digitized care paths within a hospital can be seen as the core component of digitalization processes, including the steps that precede and follow it, these differences may impact the opportunities to develop effective ways to use the Internet and mobile apps to enhance the role of the patients (although the technology is there, the apps developed so far only have only a limited scope).
Important to this discussion is the number of medical professionals relative to the population: where the number is very low, different solutions are called for than are feasible in countries with (too) many doctors. In developed countries the lifespan of new hospitals may very well exceed the period when they will be needed; in 30 years or so, the consequences of aging will be dealt with and institutional care can be downsized. At the same time, many developing countries still face rapid demographic growth and will be forced to expand their healthcare systems, possibly leading to a building boom of hospitals. Some regions may be far ahead of others in some respects, while lagging behind in others. As global relations are rapidly changing, countries that may have led the way in the past may be forced to look for inspiration abroad. What is interesting is that these differences do not impact the trends and tendencies outlined here. Even more interesting is that different contexts call for different solutions that very often can also inspire projects elsewhere. There are probably few times when the need for and the benefits of intense international exchange have been more crucial than today.
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